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Diagnosis
Soft tissue foreign body (STFB) simulating a necrotic Os
peroneum (OP).
Discussion
One of the most common errors in the diagnosis of a STFB
is to overlook it, especially if the medical history is
misleading and it is not obvious from clinical examination.
It has been reported that 38% of retained foreign bodies can
be overlooked at the initial examination [1]. In this case, the
patient did not mention that a soft tissue wound was
cleaned and stitched with two threads after the accident.
The patient only reported tenderness on the lateral ankle
whereas other typical symptoms such as swelling, cellulitis,
inclusions cysts, abscess formation, and nerve laceration,
were not present [1, 2].
Radiographs are the modality of choice to identify
radiopaque STFB [2]. However, STFB consisting of wood
or other radiolucent material like plastic or glass may need
ultrasonography, computed tomography, or magnetic reso-
nance imaging to establish the correct diagnosis [2–4].
In the presented case, the SFTB had a density similar to
necrotic bone compared to adjacent bony structures and
was situated slightly more lateral than an OP. Typically, the
OP is an oval-shaped or round sesamoid ossicle located
within the distal peroneus longus tendon usually in the
region of the cuboid tunnel. It is one of the most common
ossicles in the foot with a prevalence of 26% in its ossified
form. It is bipartite or multipartite in about 25–30% of cases
[5–7]. However, necrosis of OP is very rare and has been
described in the literature only once [8]. In case of fracture,
increased density of a sesamoid bone may also be caused
by callus formation.
Another possible differential diagnosis would have been
the "painful os peroneum syndrome", also called POPS,
described by Sobel et al. [9]. In this syndrome, the OP often
appears sclerotic and fragmented on radiographs, and a
fracture, diastasis, or migration of the OP may be revealed.
Clinical findings may include a thickening of the peroneus
longus tendon at the cuboid tunnel and/or tenderness over
the cuboid [10].
However, on the oblique lateral radiograph, the STFB
seemed to be too far lateral as well as slightly larger than a
normal OP. Furthermore, the inconspicuous contour of the
adjacent bones excluded an avulsion-type fracture and the
anterior-posterior and the oblique lateral view showed some
splintered radiopaque material around the STFB. At surgery, a
14×11×8 mm stone was founded adjacent to the peroneus
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longus tendon (Fig. 1). Based on radiographs, the diagnosis
of STFB was established. The differential diagnosis included
OP necrosis even though the STFB was slightly too large,
too dense, and too laterally located to be interpreted as a
normal OP. An additional CT or MR scan would have been
helpful in recognizing the lack of trabecular bone structure
and excluding bone necrosis.
In conclusion, the detection of STFB of the foot can be
difficult. Radio-opaque STFB may mimic normal or
diseased sesamoid bones and an accurate analysis of the
clinical history of the patient is crucial for the radiologist to
unravel such an uncommon diagnosis.
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Fig. 1 At surgery a 14 x 11 x
8 mm stone was founded adja-
cent to the peroneus longus
tendon
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